This article deals briefly with three aspects of haemolytic disease of the newborn which are of special interest. The first is the family history, with special reference to the occurrence of stillbirths and abortions in previous pregnancies; the second is the correlation of clinical and serological findings; and the third is the mortality rate. The observations recorded are based on 119 cases of icterus gravis neonatorum which were admitted to the Royal Hospital for Sick Children, Glasgow, from January, 1934, to April, 1946 . The one case of hydrops foetalis, and the twenty-five cases of congenital haemolytic anaemia which were also admitted during this period, are not included.
Family History
It has been known for many years that icterus gravis neonatorum is a familial disease. The fact that a previous child suffered from jaundice shortly after birth is of importance in the differential diagnosis of any case of neonatal jaundice. With -the discovery of the Rhesus factor and the mechanism by which the disease can be produced, the exact reason for this has become apparent. It has been suggested that the antibodies in the maternal serum can be held responsible for abortions and stillbirths as well as for affected children. If this is so, a history of abortions and stillbirths would rank in importance with that of a previously jaundiced child. In an attempt to discover the value of such a history, the obstetric histories of the mothers has been analysed (table 1) . Of the 119 cases, seven were siblings of infants already included, so that only 112 families are represented. In these families there were recorded 463 pregnancies. Fifteen of these ended in abortion before the seventh month of gestation, twenty-eight ended in stillbirth (either pre'mature or full term) and eight resulted in twins. There were, therefore, 428 live births.
The abortion rate, which is defined as the percentage of pregnancies ending in abortion, is, in this series, 3-2 per cent. Since abortions do not have to be registered there are no national figures for their incidence, but obstetric textbooks (Eden and Holland, 1937; Munro Kerr et al., 1933) quote figures as high as 20 per cent. of all pregnancies. In any event, 3 per cent. cannot be considered above the average and it would appear that abortions are not more common in families where one infant has had icterus gravis than they are in the general population.
The stillbirth rate is the proportion of stillbirths to live births expressed as a percentage. In this series the figure is 
Only one anti-Hr' (anti-e) has been reported (Mourant, 1945) , and the presence of anti-d has, so far, only been predicted (Race, 1944) . When any of these are found, it is as conclusive serological evidence as finding anti-Rho (anti-D). It sometimes happens, however, that mother and child are both Rh-positive and there are no agglutinins in the maternal serum. Of the 112 families, fifty-two have so far reported for Rh-testing. Of these, forty-nine had the standard incompatibility of mother Rhnegative and child or father (or both) Rh-positive. In thirty-six of these the mother had anti-Rh agglutinins in her serum: in the thirteen in whom they were not found it was more than two years since the birth of an affected child.
In the three families where mother and child were both Rh-positive there were no agglutinins in the maternal serum. Although in all three it was also some time since the birth of an affected child, there was something in the clinical history of each which raised the question of the accuracy of the diagnosis. In all three of the infants there were some of the typical findings of the disease, namely jaundice, anaemia, reticulocytosis, splenomegaly, hepatomegaly, and biluria. It was on the presence of these that the diagnosis was made. The first child, however, was the result of a first pregnancy; the jaundice was not noticed by the parents until the fifteenth day, and both before and after admission to hospital there had been considerable melaena. On (Levine, 1941) gave 10 per cent. as the incidence of Rh-positive mothers, but the findings in the series recorded in the present communication appear to agree with the more recent figures.
Mortality Rate
The mortality rate for his own, and Rolleston's (1920) , cases was given by Hampson (1929) as 80 per cent. With the introduction of blood transfusion in the treatment of the disease the mortality dropped appreciably (table 2) . When Rh-negative blood was introduced, great hopes were entertained that practically all affected children could be saved. The original papers published seemed very encouraging (Gimson, 1943; Mollison, 1943) , but Mollison, when commenting on seventeen recovenes out of seventeen transfused cases, gave warning that such figures might not always be expected since many of the transfused cases were only mildly affected. That such has proved to be correct is seen from table 2. Of the 119 cases, seventy occurred before the introduction of Rh-negative blood and forty-nine afterwards. Of the seventy cases occurring before, forty-three died-a mortality rate of 61-4 per cent. Of the forty-nine occurring after, sixteen died-a mortality rate of 32-7 per cent. However, since an attempt is being made to determine the value of transfusion therapy, the nine cases before. and five after, who died before transfusion could be given, must be excluded. When the transfused cases only are considered, the mortality rate is seen to have dropped from 55-7 to 25 per cent. (table 2) With the introduction of Rh-negative blood, therefore, the mortality rate has been more than halved. That progress has been made is undoubted, but that one in four of the treated cases has died is nevertheless disquieting. All the infants received at least one transfusion, and they did not die as a direct result of anaemia. That liver dysfunction plays a part seems now clear (Parsons, 1946) and is emphasized by the fact that of the twenty-five cases ofcongenital haemolytic anaemia admitted during the same period only two died, both of them before the use of Rh-negative blood. There have been no deaths in that condition since. In congenital haemolytic anaemia there is usually evidence of greater blood destruction than in icterus gravis, and it is the obstructive type of jaundice present in the latter which is the cause of the much higher mortality. Wiener (1946) considers that the two conditions are caused by different antibodies, an agglutinin causing icterus gravis and a glutinin (blocking antibody) causing haemolytic anaemia. The former, according to his theory, is the one responsible for the liver damage and the latter causes only destruction of red cells. If this is so, one would expect from the variety of the clinical findings in many cases that both antibodies would be present. There are few cases of icterus gravis which, if they recover, do not become anaemic, and most cases of congenital haemolytic anaemia have some jaundice in the early stages of the disease. Unfortunately the blocking antibody can only be demonstrated in the presence of the agglutinin by a difference in titre, so that the presence of both cannot often be shown. Whether Wiener's serological classification of the disease will be confirmed and accepted remains to be seen (Lancet, 1946) 
